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Transparent sheathObjectives: Endoscopic evacuation of intracerebral hemorrhage (ICH) has been developed in order to reduce
the tissue injury that conventional craniotomy could generate. Experimental studies are important to assess
the effectiveness of the technique and its modiﬁcations. The objectives of this study are to develop in pig an
experimental model of endoscopic evacuation of ICHs, to assess effectiveness of surgical evacuation, and to
evaluate a new transparent sheath as complement to the endoscopy. Methods: Autologous blood was infused
into the frontal lobe white matter in 16 pigs. In the problem group, endoscopic evacuation was performed
with the aid of a new transparent sheath, which has outer and inner sheaths with blunt and closed ﬁnals. Pigs
were sacriﬁced at 4 h, 24 h and 5 days. The volumes of hematoma and histopathological features were
determined. Results: Residual volume of the problem group was signiﬁcantly 70.09% lower than in control
group, without signiﬁcant differences in injected volumes, in percentage of subarachnoid hemorrhage, and in
time interval from hematoma induction to pig´s death. The vital reaction after hemorrhage was similar in both
groups. Conclusions: The experimental model developed is useful to assess endoscopic evacuation of ICHs.
The endoscopy is an effective technique in the treatment of ICHs, without increasing the vital reaction
secondary to hematoma. The new transparent sheath increases the visualization of surgical ﬁeld and allows a
continuous visual control since the beginning of the procedure. Its closed ﬁnal prevents unwanted injury of
the brain by the instruments used to remove the hematoma.gery, Complejo Asistencial
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The annual incidence of spontaneous intracerebral hemorrhage
(ICH) is between 10 and 23 cases per 100,000 person-years [1]. ICH is
characterized by high mortality and disability [2].
The main beneﬁts of surgical intervention are to decrease the toxic
effects of blood and plasma products, limit the mechanical compres-
sion of brain, decrease the intracranial hypertension, and prevent
hematoma expansion [3–5]. However, surgery has not demonstrated
signiﬁcant clinical beneﬁt along several prospective randomized
controlled trials [4,6–11].
Conventional craniotomy is frequently associated with additional
brain tissue injury. In order to reduce this tissue damage, minimally
invasive techniques, such as endoscopic evacuation and stereotactic
aspiration with ﬁbrinolysis, have been developed [11].Experimental studies are very important to assess the effective-
ness of the technique and its modiﬁcations. Although the pig has been
chosen as an experimental model to generate ICHs, we have not found
in the literature studies about endoscopic evacuation of ICHs using the
pig as experimental animal.
The objectives of this studywere todevelop in thepig an experimental
modelof endoscopicevacuationof ICHs;assess effectivenessof evacuation
surgical of ICHs; and evaluate a new transparent sheathmanufactured by
our team as complement to the endoscopy.
Methods
Animal preparation
This study was approved by the Committee for Animal Research of
the University of Salamanca, Spain. Sixteen pigs weighing 17 and
55 kgwere used. Twelve hours before the start of the experiments the
animals were fasted, with only water provided ad libitum.
The pigs were sedated using intramuscular diazepam (1 mg/kg),
atropine (0.05 mg/kg) andketamine (20 mg/kg). Following this sedation,
a dorsal ear vein was cannulated, through which intravenous anesthetic
Fig. 1. Photographs showing the localization of the burr-hole. On the left one, the used coordinates are represented: 15 mm to the right of midline and in projection line of lateral eye
epicanthus. On the right one, the performed burr-hole is shown, with the dura mater at the bottom.
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of propofol (2 mg/kg) was employed. The trachea of each animal was
intubated. Then, the pigswere connected to a ventilator (K-Takaoka 1.04;
K Takaoka Ind e Com, Sao Paulo, Brazil) and the following parameters
were established: tidal volume, 8 ml/kg; inspiration–expiration rate 1:2;
respiratory rate, 12 per minute; maximum pressure, 20 cm H2O; and
inspiration pressure, 1 cm H2O. Maintenance of anesthesia was provided
by intravenous propofol (10 ml/kg/h). Furthermore, experimental ani-
mals received intravenous fentanyl (2 g/kg/h) and intravenous mivacur-
ium chloride (1 mg/kg/h). Thereafter, in the inguinal region, a femoral
artery was cannulated to draw blood to induce ICH.
ICH model
All surgical procedures were performed under aseptic conditions.
A cranial burr hole (14 mm)was drilled 15 mm to the right of midline
and in projection line of lateral eye epicanthus (Fig. 1). Then, between
7 and 15 cc of blood was extracted from femoral artery and was
injected through 20-gauge plastic catheter into the right frontal lobe,
to a depth of two centimeters.
Two experimental groups were established: control and problem. Six
pigs, in which evacuation was not performed, constituted the control
group, while ten pigs, in which endoscopic evacuation was performed,
constituted the problem group. Pigs were sacriﬁced at 4 h (6 animals),
24 h (n = 6) and ﬁve days (n = 4) after ICH induction by increasing the
dose of propofol and administering potassium chloride.
Endoscopic evacuation. Instrumentation and surgical technique
Inpigs thatwere sacriﬁcedat4 h, evacuationwasperformedat 2 hafter
blood infusion, while in the other pigs evacuation was performed at 12 h.
To endoscopic evacuation, we used a 30° rigid endoscope with an
outer diameter of 4 mm and 180 mm in length (Hopkins II, Karl Storz
GmbH & Co, Tuttlingen, Germany). An 18-gauge metal catheter
attached to a vacuum system was used to aspirate the hematoma.
We developed a transparent glass sheath (outer sheath) that has
100 mm in length and outer and inner diameters of 10 mm and8 mm, respectively. The end of this sheath is blunt and closed.
Furthermore, the sheath has a lateral perforation to allow passage of
aspirated hematoma (Fig. 2).
Other sheath (inner sheath) was developed to serve as a corridor
for the endoscope. Its length is 110 mm and its outer and inner
diameters are 6 mm and 5 mm, respectively. The end of the sheath is
blunt closed, too (Fig. 2). Inner sheath (along with endoscope) is
introduced into outer sheath. The corridor between these sheaths is
used to introduce suction catheter (Fig. 3).
Through the burr hole, outer sheath was inserted. Then, inner sheath
and endoscopewere introduced into outer sheath. The entire systemwas
advanced, seeing the border between normal brain and hematoma.
Rotatingouter sheath, lateral perforationwas settled in the chosen suction
area, and the hematomawas removed fromdepth to surfacewith suction
catheter (Fig. 4). The direction and depth of the endoscopewere changed
many times to inspect all angles of the hematoma cavity, searching
residues of hematoma. Hemostasis methods were not necessary.
Histophatological examination
Pigswere sacriﬁcedbyadministrationof intravenouspotassiumchloride.
Intact brains were removed and were ﬁxed in 2% formalin for 7 days
(Fig. 5). The formalin-ﬁxed brains were cut into 5-mm-thick coronal
slices using a bandsaw (Fig. 6). For estimate of the approximate
residual hematoma volume, the following formula was used: long
diameter (A) × short diameter (B) × number of coronal brain slices
with hemorrhage × slice thickness (C); this product was divided by 2
[12]. The three diameters were measured using the millimeter scale
and the residual volume was measured in cubic millimeters.
Brain slices containing hematomawere embedded in parafﬁn, cut into
5-μm slices, and stained with hematoxylin and eosin (H & E).
Histopathological changesandcellmorphologyandtypologywerestudied.
Statistical analysis
The continuous variables were presented as means, medians, and
range, with minimum and maximum. Furthermore, residual volumes
Fig. 2. Photographs showing the transparent outer and inner sheaths. In a) and c), the
outer sheath with length of 100 mm and outer diameter of 10 mm. Its ﬁnal is blunt and
closed. In b) and d), the inner sheath with length of 110 mm and outer diameter of
6 mm. Its ﬁnal is blunt and closed, too.
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percentage. Group comparisons for continuous variables were
performed using Mann–Whitney U test, and for discrete variables
Fisher exact test was used. A value of p b 0.05 was considered asFig. 3. Photographs showing the system of sheaths. In a), the inner sheath is inside the oute
sheath. In c), the endoscope is inside the inner sheath.statistically signiﬁcant. SPSS 19.0 statistical software (SPSS Institute
Inc., Chicago, IL, USA) was used for statistical analyses.
Results
General data of each pig are presented in Table 1. In two pigs (011 and
018), hemorrhage was not detected, although intracerebral cavity was
observed. In other animals, hemorrhagewas localized in thewhitematter
in 100% of the cases. Furthermore, in seven pigs (001, 005, 007, 009, 010,
012, and 017), hemorrhagewas extended to the subarachnoid space (50%
of the cases); in four pigs (001, 007, 014, and 017), to the caudate nucleus
(28.57%); in two (007, and 017), to ventricular cavity (14.28%); in two
(012, and 017), to cortex; and one (019), to the thalamus (7.14%).
Hematoma volume
Therewereno signiﬁcant differences in injected volumebetweenboth
groups were not signiﬁcant (p = 0.14). Furthermore, respect to time
interval from injection of hematoma to sacriﬁce of the animals, therewere
also no signiﬁcant differences between groups (p = 0.91) (Table 2).
In pigs with subarachnoid hemorrhage, the mean and median of
injected hematoma volume were 11.42 cc and 10 cc, respectively. In
animals without subarachnoid extension, the mean and median were
11.64 cc and 10 cc. Also, differences were not signiﬁcant (p = 0.95).
66.67% of control group and 37.50% of problem group had subarach-
noid hemorrhage. There were no signiﬁcant differences (p = 0.59).
With respect to residual volume in both groups, differences were
statistically signiﬁcant (p = 0.008) (Table 2). Residual volume of the
problem group was 70.09% lower than in control group (Fig. 7).
Furthermore, comparing pigs whose endoscopic evacuation was
performed at 2 h and 12 h with the corresponding group control (ie,
on the one hand, pigs were sacriﬁced at 4 h, and the other hand, at
24 h and 5 days), residual volumes were lower at both times of
endoscopic evacuation (Fig. 8).
Apigof theproblemgroup(#007)hadelevated residual volume. In this
animal,weendoscopically checked if evacuationwasadequate, sowethink
a hemorrhage was presented as a possible complication of procedure.r sheath. In b), the suction catheter is introduced between the inner sheath and outer
Fig. 4. Photographs showing different times of the endoscopic evacuation in the #011 pig. In a), the outer sheath is passing through the burr-hole. In b), the border between the
hematoma (asterisk) and white matter is shown. In c), the suction catheter is aspirating the hematoma. In d), white matter without hematoma is shown.
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Control group
In pigs whose deaths were induced at 4 h, we observed scarce
leukocytes in perihematomal area (Fig. 9a). At 24 h, more vital
reaction appeared, with hemorrhage interspersed with neuropil andFig. 5. Photographs showing the anterior–posterior (left) and lateral (right) views of intaballooning of astrocytes (Fig. 9b). At 5 days, an intense vital reaction
was observed. A well-deﬁned separation between hematoma and
neuropil was identiﬁed. In perihematomal area, a lot of inﬂammatory
cells, edema and “granule-adipose corpuscles” (cells with basophil
nuclei and with neuron and myelin detritus in their cytoplasm) were
observed (Fig. 9c).ct and formalin-ﬁxed brains, with the hole (arrows) generated by the outer sheath.
Fig. 6. Photograph showing brain coronal slices of #002 pig, containing the hematoma.
Table 2
Summary of data in control and problem groups.
CONTROL PROBLEM p VALUE⁎
Number 6 10
Weight (kg) Median
(min–max)
35 (24–55) 26 (17–50) 0.26
Mean 36 29.4
Time range
hematoma–
death (h)
Median
(min–max)
24 (4–120) 24 (4–120) 0.91
Mean 33.33 44.80
Injected volume
(cc)
Median
(min–max)
12.50 (10–15) 9.75 (7–15) 0.14
Mean 12.58 10.35
Residual volume
(mm3)
Median
(min–max)
565 (250–1750) 56.25 (0–1350) 0.008
Mean 746.67 223.35
kg, kilograms. cc, cubic centimeters. mm3, cubic millimeters.
⁎ Mann–Whitney U test.
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At 4 h, we observed minimal cell reaction, with microglial cells in
perihematomal area (Fig. 10a). At 24 h, ill-deﬁned edge between
hematoma and neuropil was identiﬁed. In this interface, reactive
tissue with microglial cells, linfocytes, neutrophils and necrotic tissue
was observed (Fig. 10b). At 5 days, a well-deﬁned edge between
hematoma and neuropil was evident, with necrotic cells near to
hematoma and intense vital reaction (edema, “granule-adipose
corpuscle”, inﬂammatory cells) close to neuropil (Fig. 10c).Table 1
Summary of the animals used in the study.
NUMBER WEIGHT
(kg)
INJECTED
VOLUME (cc)
EVACUATION
(h)⁎
RESIDUAL
VOLUME (mm3)
DEATH
(h)
001 42 15 No 1050 24
002 40 15 No 500 24
010 55 15 No 300 24
012 30 10 No 630 120
016 24 10 No 250 4
017 24 10 No 1750 4
004 17 15 Yes (2) 2.5 4
005 30 15 Yes (12) 50 24
006 40 15 Yes (12) 2.5 24
007 45 7 Yes (12) 1350 120
008 50 7 Yes (12) 70 120
009 32 8 Yes (12) 170 24
011 20 10 Yes (12) 0 120
014 20 9.5 Yes (2) 525 4
018 22 7 Yes (2) 0 4
019 18 10 Yes (2) 62.5 4
kg, kilograms. cc, cubic centimeters. mm3, cubic milimeters.
⁎ The parentheses at the ‘EVACUATION’ column indicate the time range between the
hematoma induction and the endoscopic evacuation.Discussion
The pig is a useful experimental model to study surgical evacuation
of ICHs [13,14]. This model has been used to assess clot stereotactic
aspiration after instillation of ﬁbrinolytic agent [15–17]. However, we
have not found experimental models of endoscopic evacuation of ICHs
in previous studies.Considerations about experimental model
One advantage of this model over others, such as rodents, is their
large brain volume, enabling to generate large hematomas to assess
surgical evacuation [13,14,18]. In ﬁve experimental studies about
ﬁbrinolysis and subsequent stereotactic clot evacuation, hematoma
volumes ranged from 2.5 cc to 9 cc [16,17,19–21]. In this study,
injected volumes were larger. We consider these volumes not lethal,
because there were no spontaneous deaths from induction of
hematoma. Hematoma volumes so large are advantageous in our
model, because the diameter of the largest instrument (outer sheath)
is 10 mm and, therefore, larger hematomas are required to assess
efﬁcacy of endoscopic evacuation.Fig. 7. Box graphs depicting the residual volumes of control group and problem group.
Values indicated by vertical line are expressed in cubic millimeters.
Fig. 8. Bar graph depicting the medians of residual volumes at 4 h and at 24 h and
5 days. When pigs were sacriﬁced at 4 h in problem group, the endoscopic evacuation
was performed at 2 h. When deaths were inducted at 24 h or 5 days, hematomas were
removed at 12 h. In both moments of endoscopic evacuation, residual volumes are
lesser than in the respective control groups. Values indicated by vertical line and on the
bars are expressed in cubic millimeters.
Fig. 9. Photomicrographs showing sections of brains with hematomas in pigs of the
control group. a) #017 pig, which was sacriﬁced at 4 h. The hematoma is observed in
the upper portion and the brain parenchyma in the lower portion. No vital reaction is
observed. H & E, original magniﬁcation ×2. b) #002 pig, which was sacriﬁced at 24 h.
The hemorrhage is interspersed with brain parenchyma. H & E, original magniﬁcation
×4. c) #012 pig, which was sacriﬁced at 5 days. The hematoma (left lower portion) is
separated from the parenchyma, which has a spongyforme appearance due to edema. H
& E, original magniﬁcation ×10.
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taking as references coronal [14,16,18,19,21–24] and sagittal sutures
[14,16,18,19,21–24]. In our model, locating both sutures was not
necessary and selected references were very easy: 15 mm lateral to
midline and in projection line of lateral eye epicanthus.
The depth of blood injection into brain to induce ICH in this study
was established to be 20 mm from cortical surface. Hematoma was
located in the white matter of right hemisphere in 100% of pigs.
Introducing blood away from cortical surface diminishes the likeli-
hood of blood diffusing into subarachnoid space and causing loss of
volume injected, which would interfere with the results. In fact, there
was only hematoma extension into cerebral cortex in two pigs.
Although in clinical practice, ICHs may be associated with
subarachnoid hemorrhage, in experimental models subarachnoid
extension may challenge its reproducibility, because different hema-
toma volumes may be generated with the same injected hematoma
volume [25,26]. In this study, subarachnoid extension was detected in
50% of pigs with residual hematoma volume. However, it did not
inﬂuence the results, because the percentages of subarachnoid
hemorrhage between both groups were not statistically signiﬁcant.
The high percentage of subarachnoid hemorrhage may be due to: 1)
injected hematoma volume. In this study, there were no signiﬁcant
differences in injected hematoma volume between pigs with
subarachnoid hemorrhage and pigs without subarachnoid hemor-
rhage. 2) Blood injection at cortical level. We consider that blood
injection to 2 cm of cortical surface is appropriate, since only two pigs
had cortex hemorrhage. And 3) a rapid blood injection rate that
results in a variable reﬂux along the needle track [13,22,26]. This
problem had been largely resolved by employing the double-injection
technique [13,15,25–27]. We think used injected hematoma volume
and the rapid injection rate to generate hematoma were responsible
for the high percentage of subarachnoid hemorrhage in this study. We
pretended to simulate a real clinical situation, in which a hematoma is
rapidly generated by rupture of blood vessel, and produced
hematoma volumes of sufﬁcient size to allow evacuated by endo-
scopic techniques.
After ICH, inﬂammatory reaction is induced in and around of the
hematoma, with leucocyte inﬁltration [3,16,21,28–36]. This inﬁltrate
begins in the ﬁrst 24 h, shows a peak between 48 and 72 h anddecreases progressively from 3rd day to 7th day [28,30,32–36]. The
temporal sequence observed in our study was similar to the
previously described, because the vital reaction was barely present
al 4 h, evident at 24 h, and maximum at 5 days after induction of
hematoma. Endoscopic evacuation might accelerate vital reaction, as
this was more evident in problem group than in control group at 24 h,
but was similar at 5 days.
Macrophages had also been detected in hemorrhagic brains [3,32,36].
We consider that “granule-adipose corpuscles” are phagocytic cells,
because neuron and myelin detritus were observed in their cytoplasm.
Finally, at 24 h in both groups, we observed hemorrhage interspersed
with neuropil. It is considered that blood dissects white matter, so that
this is arranged in and around the hematoma, suffering minimal
destruction [37,38].
Fig. 10. Photomicrographs showing sections of brains with hematomas in pigs of the
problem group. a) #014 pig, which was sacriﬁced at 4 h. The hematoma is observed in
the center (arrow). No vital reaction is observed. H & E, original magniﬁcation ×4. b)
#009 pig, which was sacriﬁced at 24 h. Ill-deﬁned edge between hematoma (right
upper portion) and neuropil (left lower portion) is identiﬁed. H & E, original
magniﬁcation ×2. c) #008 pig, which was sacriﬁced at 5 days. Necrotic tissue
(asterisks) near the hematoma (right upper portion) and intense vital reaction (X)
near the parenchyma, with edema and “granule-adipose corpuscles” observed. H & E,
original magniﬁcation ×10.
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In 1985, Auer ﬁrst described the endoscopic evacuation of ICHs
[39]. Recent reports have showed that the hematoma evacuation rate
of endoscopic surgery ranged from 83.4% to 99% [40–45]. Although in
this study we could not estimate the rate of evacuation in each pig
from diagnostic imaging tests (computed tomography or magnetic
resonance), the residual volume in problem group was 70.09% lower
than in control group, with no signiﬁcant differences in injected
volumes, in percentage of subarachnoid hemorrhage, and in time
interval from hematoma induction to pig’s death. This implies that the
technique used in the described model is efﬁcient to evacuate ICHs.The endoscopic evacuation of ICHs has some disadvantages with
respect to other surgical techniques: 1) Visualization is not occasion-
ally adequate, especially when there is a hemorrhage during the
procedure [40,41,46–50]. 2) The restricted working space limits the
maneuverability of the instruments and the control of a possible
bleeding [48]. The inner diameter of external sheath used in this study
was 8 mm, allowing only being able to work with one instrument
(suction catheter) adjacent to the endoscope. 3) After removing a
signiﬁcant amount of hematoma, the cavity becomes collapsed. This
increases the possibility that there is residual hematoma [48].
Removing hematoma from depth to surface is a method used to
overcome this drawback [42]. And 4) the ICHs more than 24 h of
evolution begin to harden and they could be difﬁcult to evacuate by
endoscopic technique [44]. In our study, the residual volumes of pigs
whose hematomas were evacuated at 12 h were similar to those that
were evacuated at 2 h. Therefore, we think endoscopic surgery is
effective in these time ranges.
Development of a new transparent sheath as complement of endoscope
The transparent sheath developed by our team provides several
technicalmodiﬁcationswith respect to the previous ones. Its outer sheath
has a blunt and closed ﬁnal, and a lateral perforation for the aspiration.
Thisdevelopmentprovides several advantages. First,when it is introduced
into the brain, a stylet is not necessary, allowing the endoscope inside the
sheath before contacting with the brain, and so, the surgeon has a
continuous visual control of all areas since the beginning of the surgical
intervention. Second, its blunt ﬁnal is less traumatic to the brainwhen the
surgeon performs movements of the sheath. Third, its closed ﬁnal
prevents the endoscope andother instruments (ie, the suck) fromcausing
injuries due to unwanted maneuvers.
The main disadvantage of this sheath is the difﬁculty for
hemostasis, because it is technically complicated passing coagulators
through the lateral perforation and accurately placing hemostatic
substances. In this study, hemostasis was not necessary because
hematoma was generated by injection of autologous blood. However,
this is an aspect to improve in the new settings of the system design.
Another innovation is the inner sheath, through which endoscope
is introduced. In this way, as the endoscope is independent, the
camera is not stained by the passage of sucked clots and the
movements of the used instruments, and therefore the surgeon
does not need to remove it for cleaning. The main drawback of this
sheath is the decrease of working space in the outer sheath, as it adds
2 mm to 4 mm of diameter of the endoscope. We have corrected this
disadvantage by using very small suction catheters. The design of this
system would be improved by decreasing diameters as the inner
sheath as the endoscope.
Unlike other studies, a 30° endoscope has been used,which provides a
wider lateral vision of the surgical ﬁeld than the 0° endoscope.
This study has some limitations. First is the high percentage of pigs
with subarachnoid hemorrhage, as we have previously discussed.
Second, we could not assess the neurologic affectation that hematoma
has generated and the clinical course after endoscopic evacuation
[18]. To assess them, a larger number of pigs and long-term follow-up
would be needed. Third, we did not estimate the evacuation rate of
ICH in each pig because we did not use imaging techniques on it.
Conclusion
We have developed a new pig model for endoscopic evacuation of
ICHs. Endoscopic evacuation with our new transparent sheath is
efﬁcient without increasing the vital reaction. The blunt and closed
ﬁnal of the sheath prevents unwanted injury of the brain by the
instruments used to remove the hematoma.
47A. Otero-Rodriguez et al. / Interdisciplinary Neurosurgery: Advanced Techniques and Case Management 2 (2015) 40–47Conﬂict of interest
All authors certify that they have NO afﬁliations with or
involvement in any organization or entity with any ﬁnancial interest,
or non-ﬁnancial interest in the subject matter or materials discussed
in this manuscript.
Acknowledgments
This study was supported by grant from the PRIM business group.
References
[1] Feigin VL, Lawes CM, Bennett DA, Anderson CS. Stroke epidemiology: a review of
population-based studies of incidence, prevalence, and case-fatality in the late
20th century. Lancet Neurol 2003;2:43–53.
[2] Broderick J, Connolly S, Feldmann E, Hanley D, Kase C, Krieger D, et al. Guidelines
for the management of spontaneous intracerebral hemorrhage in adults: 2007
update: a guideline from the American Heart Association/American Stroke
Association Stroke Council, High Blood Pressure Research Council, and the Quality
of Care and Outcomes in Research Interdisciplinary Working Group. Stroke 2007;
38:2001–23.
[3] Fewel ME, Thompson Jr BG, Hoff JT. Spontaneous intracerebral hemorrhage: a
review. Neurosurg Focus 2003;15(4):E1.
[4] Mendelow AD, Gregson BA, Fernandes HM, Murray GD, Teasdale GM, Hope DT,
et al. Early surgery versus initial conservative treatment in patients with
spontaneous supratentorial intracerebral haematomas in the International
Surgical Trial in Intracerebral Haemorrhage (STICH): a randomised trial. Lancet
2005;365:387–97.
[5] Morgenstern LB, Hemphill III JC, Anderson C, Becker K, Broderick JP, Connolly Jr ES,
et al. Guidelines for the management of spontaneous intracerebral hemorrhage: a
guideline for healthcare professionals from the American Heart Association/
American Stroke Association. Stroke 2010;41:2108–29.
[6] Auer LM, Deinsberger W, Niederkorn K, Gell G, Kleinert R, Schneider G, et al.
Endoscopic surgery versus medical treatment for spontaneous intracerebral
hematoma: a randomized study. J Neurosurg 1989;70:530–5.
[7] Batjer HH, Reisch JS, Allen BC, Plaizier LJ, Su CJ. Failure of surgery to improve
outcome in hypertensive putaminal hemorrhage. A prospective randomized trial.
Arch Neurol 1990;47:1103–6.
[8] Juvela S, Heiskanen O, Poranen A, Valtonen S, Kuurne T, Kaste M, et al. The
treatment of spontaneous intracerebral hemorrhage. A prospective randomized
trial of surgical and conservative treatment. J Neurosurg 1989;70:755–8.
[9] Teernstra OP, Evers SM, Lodder J, Leffers P, Franke CL, Blaauw G. Stereotactic
treatment of intracerebral hematoma by means of a plasminogen activator: a
multicenter randomized controlled trial (SICHPA). Stroke 2003;34:968–74.
[10] Zuccarello M, Brott T, Derex L, Kothari R, Sauerbeck L, Tew J, et al. Early surgical
treatment for supratentorial intracerebral hemorrhage: a randomized feasibility
study. Stroke 1999;30:1833–9.
[11] Zuccarello M, Andaluz N, Wagner KR. Minimally invasive therapy for intracerebral
hematomas. Neurosurg Clin N Am 2002;13:349–54.
[12] Kothari RU, Brott T, Broderick JP, BarsanWG, Sauerbeck LR, Zuccarello M, et al. The
ABCs of measuring intracerebral hemorrhage volumes. Stroke 1996;27:1304–5.
[13] Andaluz N, Zuccarello M,Wagner KR. Experimental animal models of intracerebral
hemorrhage. Neurosurg Clin N Am 2002;13:385–93.
[14] Wagner KR, Xi G, Hua Y, Kleinholz M, de Courten-Myers GM, Myers RE, et al. Lobar
intracerebral hemorrhage model in pigs: rapid edema development in perihe-
matomal white matter. Stroke 1996;27:490–7.
[15] James ML, Warner DS, Laskowitz DT. Preclinical models of intracerebral
hemorrhage: a translational perspective. Neurocrit Care 2008;9:139–52.
[16] Rohde V, Rohde I, Thiex R, Ince A, Jung A, Duckers G, et al. Fibrinolysis therapy achieved
with tissueplasminogenactivator and aspiration of the liqueﬁed clot after experimental
intracerebral hemorrhage: rapid reduction in hematoma volume but intensiﬁcation of
delayed edema formation. J Neurosurg 2002;97:954–62.
[17] Wagner KR, Xi G, Hua Y, Zuccarello M, de Courten-Myers GM, Broderick JP, et al.
Ultra-early clot aspiration after lysis with tissue plasminogen activator in a
porcine model of intracerebral hemorrhage: edema reduction and blood–brain
barrier protection. J Neurosurg 1999;90:491–8.
[18] Shi Y, Li Z, Zhang S, Xie M, Meng X, Xu J, et al. Establishing a model of
supratentorial hemorrhage in the piglet. Tohoku J Exp Med 2010;220:33–40.
[19] Keric N, Maier GS, Samadani U, Kallenberg K, Dechent P, Brueck W, et al. Tissue
plasminogen activator induced delayed edema in experimental porcine intracra-
nial hemorrhage: reduction with plasminogen activator inhibitor-1 administra-
tion. Transl Stroke Res 2012;3:88–93.
[20] Thiex R, Kuker W, Muller HD, Rohde I, Schroder JM, Gilsbach JM, et al. The long-
term effect of recombinant tissue-plasminogen-activator (rt-PA) on edema
formation in a large-animal model of intracerebral hemorrhage. Neurol Res
2003;25:254–62.
[21] Thiex R, Weis J, Krings T, Barreiro S, Yakisikli-Alemi F, Gilsbach JM, et al. Addition
of intravenous N-methyl-D-aspartate receptor antagonists to local ﬁbrinolytictherapy for the optimal treatment of experimental intracerebral hemorrhages. J
Neurosurg 2007;106:314–20.
[22] Zhu H, Li F, Zou M, Xue X, Yuan J, Feng H, et al. Experimental high-altitude
intracerebral hemorrhage in minipigs: histology, behavior, and intracranial
pressure in a double-injection model. Acta Neurochir (Wien) 2013;155:655–61.
[23] Gu Y, Hua Y, Keep RF, Morgenstern LB, Xi G. Deferoxamine reduces intracerebral
hematoma-induced iron accumulation and neuronal death in piglets. Stroke 2009;
40:2241–3.
[24] Rohde V, Rohde I, Thiex R, Kuker W, Ince A, Gilsbach JM. The role of intraoperative
magnetic resonance imaging for the detection of hemorrhagic complications
during surgery for intracerebral lesions an experimental approach. Surg Neurol
2001;56:266–74.
[25] Kirkman MA, Allan SM, Parry-Jones AR. Experimental intracerebral hemorrhage:
avoiding pitfalls in translational research. J Cereb Blood FlowMetab 2011;31:2135–51.
[26] Leonardo CC, Robbins S, Dore S. Translating basic science research to clinical
application: models and strategies for intracerebral hemorrhage. Front Neurol
2012;3(85):1–14.
[27] Deinsberger W, HartmannM, Vogel J, Jansen O, KuschinskyW, Sartor K, et al. Local
ﬁbrinolysis and aspiration of intracerebral hematomas in rats. An experimental
study using MR monitoring. Neurol Res 1998;20:349–52.
[28] Loftspring MC, McDole J, Lu A, Clark JF, Johnson AJ. Intracerebral hemorrhage leads
to inﬁltration of several leukocyte populations with concomitant pathophysio-
logical changes. J Cereb Blood Flow Metab 2009;29:137–43.
[29] Sang YH, Liang YX, Liu LG, Ellis-Behnke RG, Wu WT, So KF, et al. A rat model of
intracerebral hemorrhage permitting hematoma aspiration plus intralesional
injection. Exp Anim 2013;62:63–9.
[30] Testai FD, Aiyagari V. Acute hemorrhagic stroke pathophysiology and medical
interventions: blood pressure control, management of anticoagulant-associated
brain hemorrhage and general management principles. Neurol Clin 2008;26:
963–85.
[31] Thiex R, Kuker W, Jungbluth P, Kayser C, Muller HD, Rohde I, et al. Minor
inﬂammation after surgical evacuation compared with ﬁbrinolytic therapy of
experimental intracerebral hemorrhages. Neurol Res 2005;27:493–8.
[32] Wang J, Dore S. Inﬂammation after intracerebral hemorrhage. J Cereb Blood Flow
Metab 2007;27:894–908.
[33] Xi G, Fewel ME, Hua Y, Thompson Jr BG, Hoff JT, Keep RF. Intracerebral
hemorrhage: pathophysiology and therapy. Neurocrit Care 2004;1:5–18.
[34] Xi G, Keep RF, Hoff JT. Mechanisms of brain injury after intracerebral
haemorrhage. Lancet Neurol 2006;5:53–63.
[35] Zhang X, Li H, Hu S, Zhang L, Liu C, Zhu C, et al. Brain edema after intracerebral
hemorrhage in rats: the role of inﬂammation. Neurol India 2006;54:402–7.
[36] Ziai WC. Hematology and inﬂammatory signaling of intracerebral hemorrhage.
Stroke 2013;44:S74–8.
[37] Escudero AD, Marques AL, Taboada CF. Up-date in spontaneous cerebral
hemorrhage. Med Intensiva 2008;32:282–95.
[38] Telleria-Diaz A. Management and predictors in patients with spontaneous
intracerebral hemorrhage. Rev Neurol 2006;42:341–9.
[39] Auer LM. Endoscopic evacuation of intracerebral haemorrhage. High-tec-surgical
treatment–a new approach to the problem? Acta Neurochir (Wien) 1985;74:
124–8.
[40] Chen CC, Cho DY, Chang CS, Chen JT, Lee WY, Lee HC. A stainless steel sheath for
endoscopic surgery and its application in surgical evacuation of putaminal
haemorrhage. J Clin Neurosci 2005;12:937–40.
[41] Hsieh PC, Cho DY, Lee WY, Chen JT. Endoscopic evacuation of putaminal
hemorrhage: how to improve the efﬁciency of hematoma evacuation. Surg
Neurol 2005;64:147–53.
[42] Kuo LT, Chen CM, Li CH, Tsai JC, Chiu HC, Liu LC, et al. Early endoscope-assisted
hematoma evacuation in patients with supratentorial intracerebral hemorrhage: case
selection, surgical technique, and long-term results. Neurosurg Focus 2011;30(4):E9.
[43] Nagasaka T, TsugenoM, Ikeda H, Okamoto T, Inao S,Wakabayashi T. Early recovery
and better evacuation rate in neuroendoscopic surgery for spontaneous
intracerebral hemorrhage using a multifunctional cannula: preliminary study in
comparison with craniotomy. J Stroke Cerebrovasc Dis 2011;20:208–13.
[44] Nishihara T, Nagata K, Tanaka S, Suzuki Y, Izumi M, Mochizuki Y, et al. Newly
developed endoscopic instruments for the removal of intracerebral hematoma.
Neurocrit Care 2005;2:67–74.
[45] Yamamoto T, Nakao Y, Mori K, Maeda M. Endoscopic hematoma evacuation for
hypertensive cerebellar hemorrhage. Minim Invasive Neurosurg 2006;49:173–8.
[46] Bakshi A, Bakshi A, Banerji AK. Neuroendoscope-assisted evacuation of large
intracerebral hematomas: introduction of a new, minimally invasive technique.
Preliminary report. Neurosurg Focus 2004;16(6):e9.
[47] Chen CC, Lin HL, Cho DY. Endoscopic surgery for thalamic hemorrhage: a technical
note. Surg Neurol 2007;68:438–42.
[48] Nagasaka T, Inao S, Ikeda H, TsugenoM, Okamoto T. Inﬂation-deﬂation method for
endoscopic evacuation of intracerebral haematoma. Acta Neurochir (Wien) 2008;
150:685–90.
[49] Nishihara T, Teraoka A, Morita A, Ueki K, Takai K, Kirino T. A transparent sheath for
endoscopic surgery and its application in surgical evacuation of spontaneous
intracerebral hematomas. Technical note. J Neurosurg 2000;92:1053–5.
[50] Shin DS, Yoon SM, Kim SH, Shim JJ, Bae HG, Yun IG. Open surgical evacuation of
spontaneous putaminal hematomas: prognostic factors and comparison of
outcomes between transsylvian and transcortical approaches. J Korean Neurosurg
Soc 2008;44:1–7.
